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Structured Abstract
Background: Type 2 Diabetes Mellitus is a common diagnosis managed in the primary care
setting. Patients with an uncontrolled state of the condition are most vulnerable to develop
complications from the disease. Consequently, type 2 diabetes remains as the leading cause of
end stage renal disease and nontraumatic limb amputations.
Objectives: To improve type 2 diabetes quality measures, improve documentation of quality
measures, increase the continuity of care, and create a streamlined workflow and communication
within an interdisciplinary team.
Methods: Quality improvement project to establish multifaceted management of type 2 diabetes.
Data on the management of care was gathered pre-/post-implementation and compared.
Results: Multifaceted management of type 2 diabetes did not improve quality measures;
however, an increase in documentation, communication, continuity of care, self-efficacy of care,
staff satisfaction, financial incentives, and quality recognition was found.
Conclusions: Multifaceted management of type 2 diabetes can provide an increase in patient
outcomes, quality measures, and existing workflows.
Implications: The use of a multifaceted management for type 2 diabetes can transcend all
chronic conditions in the primary care setting. Further study is needed in multiple settings and
applied to other chronic conditions.
Keywords: Diabetes Mellitus Type 2, Primary Health Care, Care Coordinators, Quality
Improvement
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Introduction
Type 2 Diabetes Mellitus is an alarming public health epidemic in the United States with
1.5 million Americans diagnosed every year, a 7-fold increase over a 20-year span (American
Diabetes Association, 2018). The prevalence of type 2 diabetes is projected to escalate further
with 1 in 3 Americans born in the year 2000 expected to develop the disease. (Centers for
Disease Control, 2018). In addition, the outstanding economic burden of type 2 diabetes in the
United States is enormous with $327 billion in total costs of diagnosed diabetes (ADA, 2018).
Type 2 diabetes disproportionally affects minorities and those with low socioeconomic status,
specifically those living in rural regions of the United States (American Diabetes Association,
2013). Uncontrolled type 2 diabetes results in complications which include cardiovascular
disease, diabetic retinopathy, renal failure, stark reduction in quality of life and unexpected
premature death (ADA, 2018).
Initiated by the Institute for Healthcare Improvement, the Quadruple Aim attempts to
minimize gaps in quality of care for populations served and to seize opportunities to improve the
care experience while also addressing the experiences of those in the healthcare workforce
(Berwick, Nolan, & Whittington, 2008). To address health disparities, roles of registered nurses
in the primary care setting have evolved to encompass the chronic care coordinator role.
Ensuring quality, cost effective and accessible healthcare, chronic care coordinators encompass a
multitude of responsibilities including chronic disease management, care coordination, and selfmanagement support (Holtrop et al., 2017).
The need to address and improve quality measures of type 2 diabetes is well documented
and the primary care setting is the focal point for improvement in treatment and management of
care. Up to 80 percent of patients diagnosed with type 2 diabetes utilize the primary care setting
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as their main source of treatment and management (Lewis et al., 2014; Peterson et al., 2008).
Primary care settings have the expertise, resources and patient confidence to manage type 2
diabetes in an effective and efficient manner. The integration of chronic care coordinators is
increasing in the primary care setting and is found to be effective at improving patient outcomes
associated with chronic conditions (Holtrop et al., 2017).
Chronic care coordinators have demonstrated their value and impact in preventing and
adequately managing chronic, comorbid disease, including type 2 diabetes (Centers for Disease
Control, 2011). The integration of the chronic care coordinator role is essential to achieve quality
care reflected by Healthcare Effectiveness Data and Information Set (HEDIS) measures,
decreased cost, and increased communication and satisfaction of the interdisciplinary team.
Primary care practices not only have the responsibility to coordinate, treat and manage the
overwhelming population afflicted by type 2 diabetes, but also to implement new evidence-based
tools, workflows, and methods to prevent and minimize the significant complications of chronic
diseases.
Organization Assessment
An assessment of a primary care practice located in the rural Midwest identified an
existing EHR platform to integrate and expand the role of the registered nurse care coordinator
and improve the management for type 2 diabetes. The primary care practice adhere to a patientcentered medical home model, prioritizing individualized, quality, cost-centered and
interdisciplinary care. Quality care measures for chronic conditions remains a center-point in the
delivery and management of care. The primary care practice delivered comprehensive care to
over 3000 patients, and 263 patients had an established diagnosis of type 2 diabetes.
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The Burke-Litwin Causal Model highlighted transformational and transactional variables
that could affect change at the rural primary care practice (Litwin & Burke, 1992; Litwin &
Stringer 1968; Tagiuri & Litwin, 1968;). Strengths, weaknesses, opportunities, and threats were
analyzed to understand the context of the practice and its care for chronic conditions, particularly
type 2 diabetes (Culp, Eastwood, Turner, Goodman, & Ricketts, 2016). An essential component
of the practice’s sustainable success was the progressive and innovative delivery of care. Full
integration of technology was applied into every aspect of care and nurses were encouraged to
practice to the fullest extent of their scope of practice. Furthermore, the practice employed three
registered nurses to fulfill the role of the chronic care coordinator.
The Bridges to Excellence Score (BTE), which is a national quality benchmark for type 2
diabetes management (Ahmann, 2007), was classified as “Four Stars” out of “Five Stars”.
However, the practice desired to sustain and improve the management of the chronic condition
and gaps still remained regarding the continuity of care, adherence to evidence-based quality
measures, and potential improvement for the system flow of chronic care management. The gaps
in type 2 diabetes care are illustrated by: 17% of patients with type 2 diabetes had uncontrolled
HbA1c levels; 52% of patients had an LDL greater than 70; and documentation of quality
measures varied with the foot exam being documented only 81% of the time (see Table 2).
Providing evidence-based, consistent, and seamless care for type 2 diabetes is essential to limit
the devastating complications of the disease. Guided by the Promoting Action on Research in
Health Science (PARiHS) framework, this project implemented a multifaceted approach to the
management of type 2 diabetes.
The PARiHS framework provided insight into the importance and potential of the chronic
care coordinator role with the management of type 2 diabetes. Successful interventions are
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contingent on the elements of the framework which include the level and nature of the evidence,
the context of the environment, and the method by which it is facilitated (Kitson et al., 1998) (see
Figure 1). The practice demonstrated a high level of evidence and context, and it was evident by
the quality of care provided for all patients enrolled at the practice. However, certain areas of the
management of type 2 diabetes remained fragmented, warranting a new application of the
evidence, context, and facilitation to improve the delivery of care.
To facilitate an increase in type 2 diabetes quality measure scores, a change in the
management and care of the chronic condition was sought. This included the utilization of a
paper pilot form of an EHR diabetes checklist. In addition, the necessary resources needed for a
successful implementation was readily available by the business owner, RN care managers, and
all other staff. The lead author served as the facilitator of the practice change and possessed
leadership, urgency, clarity, flexibility, and consistency to modify the strategies during the
implementation phase.
The purpose of the Doctor of Nursing Practice project was to improve workflow of nurse
care managers caring for people with type 2 diabetes. Inclusion of a central, standardized and
streamlined electronic health record checklist into the standard of care was piloted using a paper
checklist to improve and maintain the highest standard quality measures specific to type 2
diabetes (see Figure 5). The aim of the practice change was to scope on type 2 diabetes
measures, documentation, communication, continuity of care, self-efficacy of care, staff
satisfaction, financial incentives, and quality recognition. This project answered the following
clinical question: Can nurse care managers impact quality measures of patients with type 2
diabetes through the use of a streamlined electronic health record checklist, compared to current
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practice, and improve patient outcomes; while simultaneously improving staff satisfaction in
terms of teamwork across a multidisciplinary approach?
Methods
The design of the project was a pre-/post-implementation comparison, with an
implementation phase of 58 days. To evaluate change regarding type 2 diabetes measures,
documentation, and financial and quality recognition, a pre-/post-analysis of individual and
practice-wide BTE scores were examined. To evaluate changes in communication, continuity of
care, satisfaction, and self-efficacy of care, a pre-/post-implementation staff survey was
administered and swim lanes depicting system work flows were developed. All collection of data
was stored on an encrypted USB device and was kept in a locked cabinet at primary care practice
site.
Data of BTE scores were collected from patients diagnosed with an EM 11 International
Classification of Disease (ICD 10) code, which is the diagnostic label that encompasses all
subtype diagnoses of type 2 diabetes. The BTE score is composed of measures weighted by
importance, and evidence-based recommendations to a total of 100 points. HbA1c, blood
pressure control, and LDL cholesterol management are the most important contributions to the
score, with 20, 20, and 15 points respectively (see Table 1). As displayed in Figure 2, the pre/post-staff survey utilized constructs from the Unified Theory of Acceptance and Use of
Technology (Vankatesh, et al., 2003). Constructs of performance expectancy, effort expectancy,
facilitating conditions, and satisfaction were used. In addition, the staff survey included a
qualitative component concerned with the management of type 2 diabetes (see Table 5). Themes
of clinical significance were derived from comments of the three RN care managers.
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Data were recorded on an Excel spreadsheet for statistical analysis with Statistical
Analysis System (SAS 10.0). Data were analyzed using descriptive statistics, frequencies,
Cronbach’s alpha, and Wilcoxon Signed Rank test statistics with a p-value of ≤ .05 representing
statistical significance.
Implementation was guided by the PARiHS framework (see Figure 1) as well as the
initial phase of Kotter’s 8 Step Process for Leading Change. Strategies to promote and sustain
the practice change included the following strategies. The climate for change was created
through two essential meetings. The initial meeting was with the Medical Doctor (MD) who is
also the owner of the practice, creating a powerful coalition and shared vision of the project. A
45-minute educational session with the RN care managers was conducted to discuss the EHR
checklist, the evidence supporting their roles, and the expectations for the revised workflow and
documentation of measures.
Creating a culture supportive of change included identification of champions, provision
of weekly audits, and feedback on clinical application pertaining to the utilization of the EHR
checklist and adherence to the new system workflow. Recognition of champions occurred on a
weekly basis promoting the three RN care managers who utilized the checklist for qualified
patients during the corresponding week. In addition to frequency of use, acknowledgement of the
adherence to every quality measure embedded into the checklist was made known. The weekly
checklist audits were integrated into in-person meetings that facilitated conversation by the DNP
student regarding the use of the checklist and adherence to the new system work flow. The
conversations with the three RN care managers included the clinical application and
ramifications of the project and elaborated on interactions with patients, other staff members, and
providers.
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The multifaceted strategy was implemented except for the designed EHR diabetes
checklist. Due to the inability to integrate the EHR diabetes checklist into the live EHR as a
central, streamlined tool, a paper pilot was implemented instead (see Figure 5).
Results
The pre-implementation analysis totaled 232 patients who met the inclusive criteria for
the project. The average site-wide BTE score was 81.49 (SD = 14.6) and met the criteria of
“Four Stars” (see Table 3). Scores for 67% of patients (n = 156) met the “Five Star” criteria;
28% (n = 64) were classified as “Four Stars”; no patients were classified as “Three Stars”; and
5% (n = 12) did not meet the criteria for any stars. Pre-implementation individual type 2 diabetes
quality measures are displayed in Table 2.
The post-implementation BTE analysis consisted of 46 of the 61 qualified patients who
encountered a RN care manager during the 58-day implementation phase. No change was
noticed regarding the BTE score for the 46 patients as the average cumulative score was at 80.97
(SD = 10.9) and earning the “Four Star” criteria (see Table 3). Scores for 78% of patients (n =
36) were classified as “Five Stars”; 22% (n = 10) were classified as “Four Stars”; no patients
were classified as either “Three Stars” or no stars at all.
No significant improvement regarding the numeric values or documentation of HbA1c,
blood pressure control, lipid panel, or renal function tests were noted post-implementation;
however, all were documented at 100% (n = 46) completion rate. Percent changes of the
measures are displayed in Table 2 with clinically significant improvement in lipid control, foot
and eye exams, and medication reviews. Post-implementation individual type 2 diabetes quality
measures are displayed in Table 2. Thirteen patients experienced a downgrade; however, six
patients experienced an upgrade in their associated BTE score (see Table 3).
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Because of the small sample size, nonparametric tests were used for comparisons of preand post-implementation data. Table 4 displays the analysis of the performance expectancy,
effort expectancy, facilitating conditions, and satisfaction concepts of the staff survey completed
by the RN care managers and table 6 displays the qualitative responses. No statistically
significant differences were found in perceptions of performance expectancy (Z = 1.5, p = .5);
effort expectancy (Z = 0.5, p = 1.0); facilitating conditions (Z = 1.0, p = 1.0); or satisfaction (Z =
0.5, p = 1.0) of the RN care managers (n = 3). The median score increased with performance
expectancy, effort expectancy, and satisfaction from pre- to post-staff survey (see Table 4). The
qualitative responses from the three RN care managers unveiled themes of the importance for
patient education, need for future checklists to manage COPD, and positive feedback about the
paper pilot checklist.
Discussion
Nurse care managers can impact the management of type 2 diabetes through the use of an
EHR checklist and incorporation of an interdisciplinary approach. All practice change strategies
attempted were considered successful. A request to fully integrate the EHR checklist was
submitted to the owner of the practice and is under consideration. The “Four Star” BTE score
meets the National Committee for Quality Assurance (NCQA) Diabetes Recognition Program as
a practice that displays “very good performance” in comparison to similar clinics and settings
(Rosenthal, Sinaiko, Frankel, et al., 2008). The current BTE score can help catalyze potential
financial incentives for the performance and management of type 2 diabetes as an increase in
major third-party insurance carriers provide additional reimbursement for the practice that is
recognized as a NCQA Diabetes Recognition Program. Although there was not a significant
improvement in type 2 diabetes measures post-implementation of the project, it is reasonable to
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believe the measures will improve over time. Type 2 diabetes is a complex, chronic condition
that requires at a minimum 6 months to years to note a significant improvement in the quality
measures (Collinsworth et al., 2013; Holtrop et al., 2017; Lewis et al., 2014; Peterson et al.,
2009; Sepers et al., 2015; Solorio et al., 2014; Van der Heijden et al., 2014). For example,
HbA1c has a high sensitivity and specificity to glucose control yet warrants a 3-month span for a
valid result.
The complexity and chronic nature of type 2 diabetes was noted during the
implementation phase of the project. One potential explanation for a higher rate of lowered
rather than improved BTE scores can be because of the tendency toward a sedentary lifestyle in
the winter season (McBain, Begum, Rahman, & Mulligan, 2017). Regardless of the lowering the
BTE score, the significance of the findings catalyzed the three RN care managers to collaborate
with the patient and healthcare provider about the possible explanation for the change and to
initiate a revised treatment plan. The BTE score analysis and utilization of the EHR checklist
facilitated an improvement in communication, continuity of care, and promoted patient-centered
and patient-driven management of care.
The pre-/post-implementation staff survey exposed the importance of communication,
seamless continuity of care, and a high level of staff satisfaction when managing type 2 diabetes
at an optimal level. The EHR checklist paper pilot proved to be a valuable resource for the RN
care managers. The perceived high levels of performance expectancy, effort expectancy, and
facilitating conditions demonstrate that the EHR checklist was accessible, user friendly, and
increased productivity, while decreasing the workload related to documentation of key quality
measures. A potential influence on the lack of statistically significant results from the pre-/poststaff survey could be contributed to the limitation of the sample size (n = 3); however, the
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median scores for each construct except for facilitating conditions increased from an already
positive standpoint.
System work flows changed from the pre- to the post-implementation phase of the
project. Demonstrated by Figures 3 and 4, a stark alteration in the roles and communication
about the management of type 2 diabetes occurred. Before the implementation of the EHR
checklist, the assigned tasks of each team member were accomplished in a linear fashion; contact
with superiors occurred only when a perceived issue or concern would arise. The postimplementation swim lane flowchart demonstrates the increase in communication, continuity of
care, and promotion of self-efficacy of care for type 2 diabetes. An increase in communications
is evident by a comment from one of the RN care managers that “the checklist was a great
reminder for the needed management of diabetes and also with communicating to the provider.”
Positive feedback from the RN care managers is displayed in Table 5 and future use for
the checklist is expected. The full integration of the EHR checklist allows for the
interdisciplinary team to simultaneously view a central, streamlined, evidence-based
documentation tool during the entire duration of the encounter with the patient. This will also
allow for efficient and accurate documentation of all necessary quality measures and allow the
healthcare team to elaborate on previous patient goals with regard to their chronic care
management.
Limitations
Limitations of the project included the following. The design and scope of the project did
not capture additional meaningful data to explain potential differences regarding the fluctuation
of type 2 diabetes quality measures and the management of the chronic condition. Of the 232
patients diagnosed with type 2 diabetes at the practice that met the inclusion criteria, only 46
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patients had encounters with the RN care managers during the implementation phase of the
project. Furthermore, inclement weather was a significant factor as 15 of the 61 patients had to
reschedule or cancel their appointments during the time of the pilot. When analyzing the impact
of quality measures for type 2 diabetes, more than 6 months is warranted to elicit a correlated or
causative effect due to the nature of obtaining valid HbA1c, lipid, and renal functioning levels
(Collinsworth et al., 2013; Holtrop et al., 2017; Lewis et al., 2014; Peterson et al., 2009; Sepers
et al., 2015; Solorio et al., 2014; Van der Heijden et al., 2014). Thus, it is difficult to ascertain
whether the reformation of system work flows and the paper pilot EHR checklist was directly
interrelated to patients’ type 2 diabetes quality measures.
The high level of context by the practice allowed for the opportunity for the project to
succeed; however, there are also limitations due to the small size of the practice and limited
number of RN care managers. The numbers of patients and staff were relatively small, and
additional projects are needed to further analyze the results derived from the multifaceted
approach. The workload for the RN care managers can be extensive and overwhelming at times
and it will take additional resources, planning, and efficient execution to fully integrate the EHR
checklist into the live system. The EHR checklist was introduced as a paper pilot study, and used
in a small, rural primary care setting. Future projects should fully integrate the checklist into the
EHR, and study its usefulness for other practices.
Conclusion
Type 2 diabetes mellitus is a significant public health epidemic in the United States that
disproportionally affects minorities, those with low socioeconomic status, and those who live in
the rural setting (American Diabetes Association, 2013). Uncontrolled management of the
chronic condition has led to devastating consequences such as being the primary cause for
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hemodialysis (American Diabetes Association, 2018). Researchers found that the role of the
chronic care coordinator is effective and efficient in managing type 2 diabetes (Collinsworth et
al., 2013; Holtrop et al., 2017; Lewis et al., 2014; Peterson et al., 2009; Sepers et al., 2015;
Solorio et al., 2014; Van der Heijden et al., 2014). A practice change tailored to a rural primary
care practice established the role of the RN care manager to be of the chronic care coordinator
spearhead a new system work flow and utilize an EHR checklist for type 2 diabetes. Although
staff satisfaction, communication, self-efficacy of care, continuity of care, and documentation of
quality measures increased during the project, the results are unique to the practice and are not
generalizable. An overall positive perspective of the EHR checklist and system workflow is
displayed both quantitatively and qualitatively. These results suggest that the role of the RN care
manager could positively influence the management of type 2 diabetes, and also be extended to
other chronic care conditions managed in the primary care setting.
Implications for Practice and Further Study in the Field
Management of type 2 diabetes is complex and optimal outcomes warrants an
interdisciplinary approach and highly self-efficacious patient. Findings of the literature review
suggest the chronic care coordinator role can produce more effective and efficient management
of care among patients diagnosed with type 2 diabetes. This project revealed that in a rural
primary care practice, multifaceted management through the use of the EHR checklist and RN
care managers sustained quality measures and may have increased the efficiency and quality of
care provided for type 2 diabetes. Further study in multiple settings with larger groups of chronic
care coordinators and patients formally diagnosed with type 2 diabetes are needed. Future
projects should include EHR-supported practice strategies through the use of an EHR checklist
aimed at increasing the efficiency and quality of all chronic conditions and emphasis on
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including the patients as key stakeholders. Efforts to enable the multifaceted and
interdisciplinary approach to manage chronic conditions in the primary care setting could
improve patient outcomes and staff satisfaction.
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Figure 1. PARiHS Framework. Reproduced from “Enabling the Implementation of EvidenceBased Practice: A Conceptual Framework,” by A. Kitson, G. Harvey, and B.
McCormack. Copyright 1998 by Quality and Safety in Health Care.
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Figure 2. UTAUT Framework. Reproduced with permission from “User acceptance of
Information Technology: Toward a unified view,” by V. Venkatesh, M.G. Morris, G. B.
Davis, & F. D. Davis, 2003, MIS quarterly, 425-478.
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Figure 3. Pre-Implementation Swim Lane Flowchart
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Figure 4. Post-implementation Swim Lane Flowchart
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Figure 5. Type 2 Diabetes Quality Measure EHR Checklist
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Tables
Table 1
Bridges To Excellence Score Template
Measure

Hemoglobin A1C Control (HbA1c)
Hemoglobin A1c (HBA1C)
Measurement Twice Annually
Lipid Control
Blood Pressure Control
Blood Pressure Measurement Twice
Annually
Tobacco Use and Cessation Advice
and Treatment
Podiatry Examination
Ophthalmologic Examination
Nephropathy Assessment
ACEI/ARB Therapy
Body Mass Index
Cardiovascular Risk Assessment
Aspirin Use if 10-year risk > 10%
Depression Screening Annually
Total Possible Points
ADA: American Diabetes
Association
AHA: American Heart Association
JNC: Joint National Committee

Total
Possible
Points
20
2.5

Level of Evidence

Source

B
E

ADA
ADA

15
20
2.5

A
A
B

AHA
JNC
JNC

7.5

B

ADA

5
2.5
5
2.5
5
5
5
2.5
100

B
B
B
B
A
C
C
B

ADA
ADA
ADA
ADA
ADA
AHA
ADA
ADA

Level of Evidence Key
• A: Clear evidence from well-conducted, generalizable randomized controlled trials that are adequately
powered
• B: Supportive evidence from well-conducted cohort studies
• C: Supportive evidence from poorly controlled or uncontrolled study
• E: Expert consensus or clinical experience

Adapted from “Bridges to Excellence--recognizing high-quality care: analysis of physician
quality and resource use,” by M. B. Rosenthal, A. D. Sinaiko, M. R. D. Robbins, and S.
Young, 2008, The American journal of Managed Care, 14, 670-677.

TYPE 2 DIABETES MELLITUS MANAGEMENT

22

Table 2
State and Documentation of Type 2 Diabetes Quality Measures Pre/Post-Implementation
Hgb < 8.0%
Eye Exam
• Pre: 83% (n=193)
• Pre: 90% (n=209)
• Post: 80% (n=31)
• Post: 100% (n=46)
• 3.6% decrease pre to post
• 11 % increase pre to post
Blood Pressure Control
• Pre: 88% (n=205)
• Post: 89% (n=41)

Tobacco Screening
• Pre: 95% (n=221)
• Post: 100% (n=46)

LDL <100
• Pre: 82% (n=190)
• Post: 85% (n=39)
LDL <70
• Pre: 48% (n=112)
• Post: 63% (n=29)
• 31% increase pre to post

Foot Exam
• Pre: 81% (n=186)
• Post: 100% (n=46)
• 23.4% increase pre to post
ASA/ACEI/ARB/Statin/T2DM Rx
• Pre: 89% (n=207)
• Post: 100% (n=46)
• 12.3% increase pre to post

Renal Screening
• Pre: 99% (n=230)
• Post: 100% (n=46)

BMI
•
•

PHQ-2
• Pre: 99% (n=230)
• Post: 100% (n=46)

T2DM Goal
• Pre: 93% (n=21)
• Post: 100% (n=46)

Pre: 100% (n=232)
Post: 100% (n=46)
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Table 3
Bridges To Excellence Score Pre/Post-Implementation
Pre-Implementation BTE Scores (n=232)

Post-Implementation BTE Scores (n=46)

Practice-wide BTE Score: 81.48 “Four Stars”

Practice-wide BTE Score: 80.48 “Fours Stars”

Five Stars: 67% (n=156)

Five Stars: 78% (n=36)

Four Stars: 28% (n=64)

Four Stars: 22% (n=10)

Three Stars: 0% (n=0)

Three Stars: 0% (n=0)

No Stars: 0% (n=0)

No Stars: 0% (n=0)

Upgrade (all from Four to Five Stars): 13% (n=6)
Downgrade (all from Five to Four Stars): 28% (n=13)

23

TYPE 2 DIABETES MELLITUS MANAGEMENT

24

Table 4
Pre/Post-Staff Survey Cronbach’s Alpha and Wilcoxon-signed Rank Test

Construct

Pre
N=3
Median [IQR]
16 [15-20]

Post
N=3
Median [IQR]
20 [18-20]

Effort Expectancy
Max score 15

12 [11-15]

14 [11-15]

Facilitating Conditions
Max score 10

10 [8-10]

10 [8-10]

Satisfaction
Max score 30

25 [24-30]

26 [24-30]

Performance Expectancy
Max score 20

P-value

0.5000
Z = 1.5
Wilcoxon-signed Rank test
1.0000
Z = 0.5
Wilcoxon-signed Rank test
There were the same exact
scores pre and post
1.0000
Z = 0.5
Wilcoxon-signed Rank test
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Table 5
Pre/Post-Implementation Staff Survey Qualitative Responses
Participant Comments Pre-Implementation Staff Survey
Briefly describe your specific role and responsibilities when caring for a patient with type 2 diabetes.
• RNCM 1: Care management - education on nutrition, physical activity, bs monitoring; developing selfmanagement goals; medication review/education.
• RNCM 2: Nurse Care manager RN: comprehensive care, reviewing labs, patient documents, telephone
messages, follow up care, teaching and making sure patient understands his/her disease and answer any
questions they have.
• RNCM 3: As care manager I come alongside the patient with their care. Educating, finding resources
and advocating for patients with type 2 diabetes.
Briefly describe positive aspects that your role provides regarding the care of patients with type 2 diabetes.
• RNCM 1: Education; patient assistance for medication costs
• RNCM 2: Patients have lowered their A1C to within normal limits, learned more about their disease
process and how it effects their everyday living and health and how diabetes plays a major role in other
health conditions that diabetic pts may encounter. Our patients learn to trust their care manager and rely
on them to help with their concerns or crisis that they may have. It becomes a team effort between the
patient, care manger and provider to help care for and provide what is needed for our diabetic pts.
• RNCM 3: The interaction with the patient. I enjoy helping the patient better understand their disease and
finding tools to help them manage their type 2 diabetes.
Briefly describe any potential areas for improvement regarding your role and the care you provide specific to
type 2 diabetes.
• RNCM 1: Learn more about oral/injectable DM medications; Increased accountability on medications
diabetics should take: ASA, Ace, Oral diabetic medication, statin
• RNCM 2: Work on teaching patients to get their eye exams done and why this is important. Have more
user-friendly information on diabetes for our pts. We can always improve on our everyday care for
diabetic pts but overall, I feel we give them excellent care and are always wanting to help them help
themselves improve their overall health.
• RNCM 3: More resources available for patients including educational tools on EHR. Assistance for
patients when comes to affording their medications.
Participant Comments Post-Implementation Staff Survey
Other than Type 2 Diabetes, are there any other chronic conditions (i.e. HTN, COPD, Asthma, IBD) that you feel
can be improved via workflows, care, communication, or documentation? Please describe below.
• RNCM 1: COPD, HTN, CHF, Depression
• RNCM 2: COPD and Asthma are two areas that I feel EHR has helped with care communication, and
education. Documentation is important in every aspect of the care manger role.
• RNCM 3: Not at this time
Did you encounter any specific events positive or negative with a patient or staff member when using the Type 2
Diabetes Checklist? If so, please briefly describe the situation you encountered.
• RNCM 1: The diabetes checklist was a great reminder for review by CM and also for CM to remind
provider to revisit medications, etc. . These reminders were received positively.
• RNCM 2: No negatives. Positive was that it made myself more aware to interact more with my provider
about the medications the patient was or was not on and the reason behind this.
• RNCM 3: Positive feedback making sure diabetics have all resources needed to help with their
treatment.
Do you have any other comments that relates to the Type 2 Diabetes Checklist and the comprehensive care
provided during the time of the pilot project?
• RNCM 1: As indicated above the checklist is a great reminder to aid in providing the highest quality
care for our diabetic patients
• RNCM 2: Checklist was fine. When patient's cancelled or no showed for their appt. This was frustrating
because they may not have been able to come back in while the project was still going.
• RNCM 3: I think it was a great checklist and project was easy to include into my plan of care for my
diabetic patients.
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